Proceedings of the Royal Society of Medticine 4 Operations.-October 7, 1941: Laparotomy and jejunostomy. October 29, 1941 : Thora- cotomy. Diaphragm incised. Growth involving lower 1 /2 in. of cesophagus and upper 1 ' in. of stomach resected. Stomach closed and cut end of cesophagus implanted into separate incision in stomach. Biopsy: Squamous-cell carcinoma. Convalescence uneventful. Present condition.-Eats normally. Working seventy-two hours a week.
Case of Partial CEsophagectomy for Carcinoma with Extrathoracic Gastro-cesophageal
Anastomosis.-HERMON TAYLOR, M.D., M.Ch., F.R.C.S. Mrs. A. B., aged 60. Used to weigh 11 st. Admitted weighing 6 st. 8 lb. having had six months' history of increasing dysphagia.
Examination.-No notable physical signs except gross wasting. Barium swallow: X-ray showed typical carcinoma 2 in. to 3 in. above cardia.
Operation (8.4.43 after three weeks' preparation in hospital).-No preliminary jejunostomy. Cyclopropane and oxygen anaesthesia by Mr. Stout. Intravenous plasma. Time two and three-quarter hours.
Right thoracotomy removing 7th rib. Operable growth found in the cesophagus behind pericardium apparently extending to 1 in. from the cardia. CEsophagus mobilized from the mediastinum after division of the azygos veins -and vascular attachments. The lower 5 in. of cesophagus bearing the growth were resected. Upper end of cesophagus temporarily brought out in the neck between pharynx and right carotid sheath above suprasternal notch. Through an epigastric incision, whole stomach separated from its attachments except the pylorus and the right gastric and gastro-epiploic vessels, completely mobilizing the body and fundus. A pre-sternal subcutaneous tunnel was made between cervical and epigastric incisions along which the cesophagus from above, and the stomach frombelow, were passed and anastomosed through a transverse opening at the level of the 4th costal cartilage. Ryle's tube inserted for feeding purposes. Wounds closed with immediate expansion of lung.
Post-operative progress.-Oxygen by BLB mask. Sulphathiazole by tube. Cough and sputum on fourth day. The anastomosis leaked on fifth day and caused temporary surgical emphysema followed by infection of the wound and, later, the present fistula. Aspiration of chest on third, fourth, fifth and eighth days produced small amounts of fluid which were sterile on culture. On twenty-fifth day aspiration produced staphylococcal pus (? secondary infection from wound). Rib resection and drainage of empyema. Empyema healed in four months. At the present time the patient is ambulant, is gaining weight and taking food by mouth. The fistula at the gastro-eesophageal junction is a gap 1 in. long and is bridged by an indwelling tube through which the food passes without leakage.
The fistula is due for operative closure in the near future.
Comment.-The above operation, which as far as the writer is aware, is a new one, has the following advantages: (1) It provides an cesophageal anastomosis which is unlikely to be fatal if leakage occurs. (2) It restores the continuity of the gastro-intestinal tract after the removal of the growth and it obviates the necessity for further subsidiary operations.
(3) The resection and the anastomosis may, if necessary, be performed in two stages. (4) It is applicable to growths anywhere in the cesophagus except the upper end. Two Cases of CEsophagectomy and Anterior CEsophagoplasty.-R. C. BROCK, M.S.
(1) Mrs. A. B., aged 60, had had difficulty in swallowing for two months. X-ray showed a carcinomatous constriction at the level of the 9th thoracic vertebra confirmed by cesophagoscopy and biopsy. On 25.3.43 the cesophagus was removed by Torek's operation, the. organ being divided some 2 in. above the cardia and brought out through a stab wound in the epigastrium as an inferior cesophagostomy.
Convalescence was uneventful after this operation and continuity was restored by a rubber tube through which she ate quite well. On 27.3.43 anterior cesophagoplasty was performed, the skin tube being joined above and below but left open near the lower end to allow exit of a tube passing through into the stomach for feeding. Unfortunately some breaking-down occurred at the junction of the upper end of the tube and the cesophagus and a fistula developed. Attempts are being made to close this by plastic operations. Her general condition continues to be good.
(2) Mr. F. B., aged 60, had had dysphagia for three months and investigation revealed a carcinomatous stricture at the level of the bifurcation of the trachea. On 4.3.43 the cesophagus was resected by Torek's method, the upper and lower stumps of the cesophagus being brought out to the skin surface and the two ends joined immediately by an anterior skin tube. Infection occurred leading to breaking-down of the anastomoses but apart from this the patient made a good recovery and feeding was established by a rubber tube. On 17.6.43 a second attempt was made to perform anterior cesophagoplasty but again this failed. He is now feeding well with a large-bore rubber tube.
Comment.-Both these cases illustrate the difficulties in the way of re-establishing continuity of the cesophagus, though the esophagectomy itself is well tolerated. A preliminary jejunostomy is definitely desirable.
